In the first years of the new century, the Ministry of Health/Ghana Health Service determined to reduce abortion-associated morbidity and mortality by increasing access to safe care. This was accomplished by interpreting Ghana's restrictive law so that more women qualified for legal services; by framing this effort in public health terms; by bundling abortion together with contraception and postabortion care in a comprehensive package of services; and by training new cadres of health workers to provide manual vacuum aspiration and medical abortion. The Ministry of Health/ Ghana Health Service convened medical and midwifery societies, nongovernmental organizations, and bilateral agencies to implement this plan, while retaining the leadership role. However, because of provider shortages, aggravated by conscientious objection, and because many still do not understand when abortion can be legally provided, some women still resort to unsafe care. Nonetheless, Ghana provides an example of the critical role of political will in redressing harms from unsafe abortion.
Ghana Health Service convened medical and midwifery societies, nongovernmental organizations, and bilateral agencies to implement this plan, while retaining the leadership role. However, because of provider shortages, aggravated by conscientious objection, and because many still do not understand when abortion can be legally provided, some women still resort to unsafe care. Nonetheless, Ghana provides an example of the critical role of political will in redressing harms from unsafe abortion.
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METHODOLOGY FOR ALL CASE STUDIES
This case study is one of six comprising a comparative examination of varied countries' approaches to the implementation of national abortion service programs, after changes in laws or policy guidelines that established or expanded access to services. In addition to Ghana, case studies were conducted in Colombia, Ethiopia, Portugal, South Africa, and Uruguay, as they had all either implemented new abortion laws or policies, or changed interpretations of existing laws or policies, within the past 15 years. Each study used the Integrated Promoting Action on Research Implementation in Health Services (i-PARIHS) framework to organize the analyses. i-PARIHS posits successful implementation to be a function of the innovation to be implemented and its intended recipients in their specific context, with facilitation as the "active ingredient" aligning innovation and recipient.
1 For each country case, two types of data sources were used: an in-depth desk review and 8-13 semistructured, in-depth interviews with key stakeholders and experts in each country, selected in collaboration with in-country partners. Respondents provided written informed consent and were guaranteed confidentiality. Several respondents from each country served as in-country coauthors, in doing so giving up their anonymity as participants of the study, although no quotations provided as respondents are directly attributed to them. Respondents included healthcare providers, public health and government officials who had been involved in establishing or expanding the service, academics, and members of nongovernmental organizations (NGOs) and legal and feminist advocacy groups; in some countries interviewees came from the full range listed, in others, from a subset ( Therefore, in 1994, the Ministry of Health/GHS expanded its efforts to prevent unsafe abortion to include postabortion care (PAC), which could be provided by midwives as well as physicians.
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In 2006, the Ministry of Health/GHS convened NGOs, UN agencies, and medical societies to develop comprehensive abortion care guidelines and to "facilitate the provision of a package of services called Comprehensive Abortion Care that will reduce unwanted pregnancy and abortion-related maternal morbidity and mortality". 
| INNOVATION
The Ministry of Health utilized its standard mechanism for developing policies and protocols. At its behest, the GHS convened a working group of key stakeholders, including NGOs, development and donor bilateral partners, international agencies (including UNFPA and WHO) and medical societies to develop policies and guidelines for the provision of comprehensive abortion care. The framework for promoting comprehensive abortion care in Ghana was a public health one, specifically to reduce maternal deaths. While the colonial era law remains unchanged, the key innovation in Ghana was to "relax the law," that is, to interpret the law so as to maximize access to safe abortion services.
This framing was widely embraced. One interviewee reported:
…a public health argument and a medical argument were the main arguments. So first postabortion care, then comprehensive abortion care…to reduce morbidity and mortality…the first thing we went to was the need to reduce maternal mortality and that was the core message.
The law permits abortion on grounds of "foetal impairment, rape, incest, physical and mental health, life, and defilement of a female idiot," if performed by a registered medical practitioner in an approved facility. 6 The comprehensive abortion care guidelines include broad interpretation of the category of "maternal health" as a ground for legally permissible abortion. Requirements for qualifying under the other permissible categories were "relaxed": women qualifying for mental health reasons do not need psychiatric assessment, minors do not need to obtain parental consent, and rape victims do not have to report to the police. The guidelines stipulate that options counseling must be provided to those considering abortion and that family planning must be offered at the time of the procedure.
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In 1994, when the GHS embarked on the provision of postabortion care to remedy the morbidity and mortality associated with unsafe procedures, midwives were trained to use manual vacuum aspiration (MVA). 10 As the law permits abortion provision by any registered T A B L E 1 Professional domains of interviewees in Ghana.
Professional domain

Number of interviewees
Medical practitioners 3
Government officials 3
NGO staff 1 
| RECIPIENTS
The Ministry of Health/GHS convened the NGOs who had been important reproductive service providers and champions; the UN agencies and donors whose technical expertise, funding, and credibility were highly valued; and the national medical and midwifery/nursing societies, whose members constitute the professional healthcare workforce. Support from the professional societies was essential and forthcoming. As most physicians are generalists, the Ghana Medical Association's endorsement was needed as was that of the Society of Gynaecologists and Obstetricians of Ghana.
The two sectors of physicians that proved harder to integrate into comprehensive abortion care were the private physicians, who do not work for the GHS, and the physicians who work for CHAG and contract with the GHS. While both groups are supposed to be subject No monetary supplements are offered to clinicians who provide abortions in public sector facilities; midwives obtain certification and CME credit for undergoing training and "top-up" trainings and have opportunities to participate in desired training retreats and workshops. One interviewee reported:
Ipas has a quarterly kind of retreat for everybody, they all come, we go out of town, we have a retreat for like 2-3 days, stay in a hotel… So that was a big event for them…
The GHS together with the NGOs considered it essential to gain support from certain groups not traditionally included in public health efforts, but whose roles could obstruct or support safe abortion. Because of the persistence of widespread misunderstanding of the law and the circumstances in which comprehensive abortion care can be legally provided, they worked to inform the police and judges about the new policies, as they might otherwise prosecute women for obtaining abortions. According to interviewees, these efforts have had an impact but need to be sustained and funding for them has proven erratic.
| FACILITATION
Presenting comprehensive abortion care as a response to a public health problem was considered a strategic success. This framing apparently helped to defuse opposition as it shifted the focus to serious death and morbidity resulting from unsafe procedures. One inter- While the data are limited, surveys report an increase in women's knowledge of the law from 4% in 2007 to 11% in 2014, and an increase in women's self-reported capacity to obtain an abortion from 12% to 25%.
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| REMAINING CONCERNS
There is no organized antiabortion presence in Ghana. However, many in Ghana are very religious and believe that their religious teachings oppose abortion. 12 Religiously based opposition has led to high levels of stigma toward both women seeking the service and clinicians providing it. This is sometimes expressed as conscientious objection by doctors and midwives who refuse to provide legal abortions.
Respondents in this study concurred that these refusers do generally refer patients to those willing to perform the abortion, including those working at CHAG facilities. This aligns with findings from an earlier study on conscientious objection in northern Ghana that even objectors thought that the GHS should regulate and constrain conscientious objection. 16 The pervasive constraint is the inadequate level of resources and funding available. There are too few clinicians, rural areas of high need, and too few funds for ongoing training and education of the population.
| LESSONS LEARNED
Ghana is an exemplar of the critical role of political will in redressing harms from unsafe abortion, even without changing the colonial era criminal code. The governmental health sector's assumption of responsibility and oversight was key to successful implementation of abortion services and provided coherence to the contributions of the other stakeholders. Framing abortion as a public health measure intended to reduce morbidity and mortality and locating it within a comprehensive service package also proved highly strategic and minimized opposition. Task sharing is essential in a low-resource provider shortage setting like Ghana's; recommendations to facilitate it are to provide recognition and incentives for those acquiring new skills and responsibilities, and to reassure the various professions that they will not lose turf or authority. Lastly, data must be collected in a way to enable analysis of clinical and operational patterns and problems for ongoing assessment and improvement. The interviewees in Ghana described constraints and problems while expressing pride in the approach and program. As they said, "we must tell our story and tell it well" so that others can learn from this effort.
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